adult partner, family member or caretaker abuse among individuals with serious mental illnesses. In one inpatient study, 62% had been abused by a current or former spouse. 9 Of the 64% of female inpatients who reported having been physically assaulted as adults in another study, more than half were living with the perpetrator at the time of hospitalization. 12 In a third study, which looked at hospitalized patients (male and female) who had ongoing relationships with partners or family members, 62.8% reported a history of physical victimization by a partner, 45.8% reported physical abuse by a family member, and 29% reported having experienced domestic abuse within the past year. 19 Yet, these issues are rarely attended to. Informal focus groups with women who self-identified as consumers of mental health services indicate that the majority had experienced domestic violence and other forms of abuse, but few had been asked about those experiences. The majority of women were also interested in receiving information about domestic violence and about resources they could access in their communities. 20 Without formal training and policies in place, abusive partners are often included in treatment planning and safety issues go unaddressed.
Until recently, information about specific forms of violence against women, including childhood sexual abuse, sexual assault, and intimate partner violence, was often found in separate literatures. As a result, knowledge about the cumulative effects of lifetime exposure to trauma for adult survivors of intimate partner violence and the experiences of women from diverse communities has been limited. In general, studies examining the mental health impact of intimate partner violence are designed to assess for: 1) prevalence of specific psychiatric diagnoses among survivors of intimate partner violence and/or other lifetime trauma, 2) other effects of IPV for which there are validated measurements (e.g., self-esteem, internal vs. external locus of control, functional status), and/or 3) additional factors associated with the frequency or severity of these conditions. Yet, methodological problems and lack of consistency across studies limit the generalizability of much of the currently available research. Measures are not standardized across studies or culturally-normed. And the majority of studies are cross-sectional in design and do not identify the timing of the assessment in relationship to recent crises. Moreover, the majority of studies have been conducted in clinical or shelter settings where rates of symptomatology are likely to be higher.
It is also important to keep in mind the limits of quantitative research for conveying survivors' actual experience. For example, while complex trauma models may ultimately prove to be a more accurate way to understand the multiple effects of chronic longstanding abuse such as IPV, even diagnoses that specifically address traumatic events do not fully capture what living in a climate of fear does to a woman's psychological landscape or what a woman has to do to reconfigure her sense of identity, her belief in herself, her connections to others, and her relationship to a world that has betrayed her. Nor do they convey the unique intersection of strengths, supports, identities and meanings that survivors carry with them as they traverse their lives. Despite these limitations, over the past three decades, research documenting the effects of violence across the lifespan indicates that abuse, violence and discrimination play a key role in many of the health and mental health problems experienced by women in the U.S. and throughout the world. 17, 21, 22, 23, [24] [25] [26] Researchers have found that exposure to current and/or past abuse is a significant factor in the development and exacerbation of psychiatric disorders, increases the risk for revictimization, and influences the course of recovery from mental illness. 16, [27] [28] [29] [30] [31] [32] [33] [34] [35] [36] For many abuse survivors, symptoms abate with increased safety and social support, but for others this is not the case. 24, 37 Both random population studies and studies conducted in clinical settings indicate that victimization by an intimate partner places women at significantly higher risk for depression, anxiety, posttraumatic stress disorder, somatization, medical problems, substance abuse and suicide attempts, whether or not they have suffered physical injury and more generally for reporting unmet mental health needs. 27, [38] [39] [40] [41] [42] In a meta-analysis of mental health conditions experienced by survivors of intimate partner violence, the weighted mean prevalence across settings was 50% for depression, 61% for PTSD and 20.3% for suicidality. 43 Rates of depression were highest among women in intimate partner violence shelters (63.8%) and court-involved women (73.7%), PTSD rates were highest for women in shelters (66.9%) and drug treatment programs (58.1) and rates of suicide attempts were highest among women seen in psychiatric settings (53.6%). Somatoform disorders, eating disorders and acute psychotic episodes have also been associated with both adult and childhood abuse.
